The effective practice of evidence-based medicine requires the application of 'current best evidence' to individual patient care. 1 While there is consensus that it is critical to include patients' individual preferences in medical decision-making, [1] [2] [3] [4] the best way to involve patients in the process is unclear. Patient preferences may be dictated by specifi c circumstances, such as age, as well as by past experiences and cultural values. Increasingly, evidence shows that both health outcomes and patient decision-making are strongly associated with health literacy, [5] [6] [7] [8] [9] [10] [11] [12] which is not routinely assessed during clinical encounters.
Health literacy is defi ned by the Institute of Medicine as 'the degree to which individuals have the capacity to obtain, process and understand basic health information and services needed to make appropriate health decisions. ' 5 Problems with health literacy are common, and the Institute of Medicine estimates that more than 90 million adults in the USA have diffi culties reading, interpreting or managing health-related information. 5 Low health literacy is associated with poor health outcomes, even when fi ndings are adjusted for potential confounders such as age, sex, income, education and ethnicity. Children of parents with low health literacy are less likely to have a medical home, 6 7 and if they have asthma, are more likely to have moderate to severe symptoms and miss school more than children whose parents have adequate health literacy. 7 8 A systematic review of the effect of health literacy on health outcomes in adult patients found that low heath literacy is associated with increased hospitalisation, lower receipt of recommended preventive services such as fl u shots, and greater diffi culty with appropriate medication use. 9 A recent study in the British Medical Journal identifi ed an association between low health literacy and increased mortality in the older people. 10 Health literacy is also associated with the decisions patients make about their care and the degree to which they engage in shared decision-making. Parents with low health literacy are less likely to report that they feel like a partner in making medical decisions for their child compared with parents with high health literacy. 11 Health literacy has been found to infl uence end-of-life medical decision-making, with patients with high levels of health literacy preferring comfort care and patients with low health literacy preferring aggressive interventions. 12 This difference was not associated with religious background or race, as had previously been hypothesised, and was noted to disappear after patients viewed an educational video, suggesting that disparities in health literacy can be overcome. 12 If health literacy is not considered or addressed during a clinical encounter, the application of evidence-based principles to individual patient care may be significantly limited, even in cases such as fl u shots where the evidence surrounding supporting a proposed intervention is strong and the risk of harm is low. In situations where decision-making is more complex, the potential limitations posed by low patient health literacy may be even greater. In 2010, in an effort to address the challenges posed by low health literacy, the US Department of Health and Human Services issued a National Action Plan to Improve Health Literacy. 13 14 The Department of Health and Human Services and the Institute of Medicine propose taking action on health literacy in the areas of individual patient care, health systems, educational systems and community systems. 5 13 14 Addressing health literacy and engaging in evidencebased practice in the context of individual patient care does not mean that clinicians should formally test the health literacy of their patients. In fact, many of the validated measures that assess health literacy are lengthy and better suited to research than to clinical practice. Clinicians should, however, be aware of both the high prevalence of low health literacy and its negative effect on patient care and should consider whether low or limited health literacy may be impacting a patient's actions or decisions. To provide optimal care, clinicians must identify and interpret relevant clinical evidence, determine whether the evidence applies to their patient, provide a clear description of the risk, benefi t, impact or uncertainty of a course of action, and assess their patient's understanding as well as their specifi c circumstances.
15 This is no small task, and to be effective, providers will require additional time, as well as training and support. At a minimum, healthcare providers need to be aware of both the prevalence of low health literacy and its negative effect on patient care. Importantly, low health literacy should not be confused with patient values or preference.
When designing patient materials, health professionals should assume a high prevalence of low health literacy in the patient population and health systems reforms should focus on identifying and removing literacy-related barriers to care. Interventions may include simplifying complex documents, ensuring that all patient materials are free of medical jargon and written at basic literacy levels, developing alternative patient tools, such as videos or interactive computer modules, and using patient navigators to assist patients with chronic complex medical conditions. For patients, health literacy skills should be included in the general education curriculum and offered in continuing education programmes. 5 13 14 Finally, more investigation is needed to identify additional interventions that can overcome low health literacy in clinical practice, improve provider communication skills, and decrease this signifi cant barrier to quality healthcare. 
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